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Poster Presentations / 54 (2014) S34eS93 S59HLC dyads from -0.02 to 0.2 (ICC Difference ¼ 0.22). Physical QOL
Congruence increased slightly for both FACE dyads from 0.4 to
0.43 (ICC Difference ¼ 0.03) and HLC dyads from 0.5 to 0.59 (ICC
Difference ¼ 0.09). School QOL Congruence decreased for FACE
dyads from 0.51 to 0.08 (-0.43 ICC Difference) and increased from
0.66 to 0.82 for HLC dyads (0.16 ICC Difference). At baseline
perinatally infected adolescents vs. behaviorally infected ado-
lescents reported signiﬁcantly higher QOL in two domains:
Emotional (¼ 84.4 vs. ¼ 73.3; p ¼ 0.041) and Physical (¼ 91.0
vs. ¼ 84.5, p ¼ 0.058), otherwise there were no signiﬁcant dif-
ferences between them.
Conclusions: Understanding adolescents’ QOL may inﬂuence fam-
ilydecision-makingwith respect to futurehealthcareutilizationand
end-of-life care. The FACE intervention increased communication in
all domains, but School QOL, where adolescents denied problems
and families reported problems. Higher Physical and Emotional QOL
among perinatally infected adolescentswas unexpected. Thismight
represent a measure of their access to medical and mental health
care from birth in comprehensive “one-stop” hospital-based clinics.
Sources of Support: Research reported in this abstract was sup-
ported by the National Institute of Nursing Research of the National
Institutes of Health under Award Number R01NR012711 and the
CTSI-CN UL1TR000075 from the NIH National Center for
Advancing Translational Science.
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Purpose: Youth between the ages of 13-24 accounted for nearly
20% of newly diagnosed HIV infections in 2009, and annually
represent approximately half of all sexually transmitted infections
(STIs) in the US. Few clinic-based observational studies have
examined STI incidence among youth following HIV diagnosis. We
examined STI incidence in HIV positive youth within an urban
Adolescent and Young Adult Clinic.
Methods: This is a retrospective cohort study of youth presenting
for entry into HIV care in an inner city adolescent and young adult
HIV clinic between 2009 and 2011. Behavioral, clinical, and de-
mographic information was collected by medical chart review at
initial presentation to the clinic, and was merged with STI testing
results to examine incidence and prevalence of gonorrhea, chla-
mydia, and syphilis. STI incidence was calculated as the total
number of new infections divided by the total person-time at risk
among patients who had a baseline test and at least 1 subsequent
test. Person-time was calculated as the time from the initial visit
to ﬁrst infection, or the last visit at which the patient tested
negative; follow-up extended through December 2012. New
syphilis infections were deﬁned based on RPR seroconversion or a
2-fold or greater increase in RPR titer and were conﬁrmed by
chart review. Baseline factors associated with incident syphilis
infection were assessed using Cox Proportional Hazards
regression.Results: During the study period, 177 patients presented for an
initial HIV care visit. Patients were predominately African-Amer-
ican (84.8%), male (87%) and MSM (84%). The median age was 21
(IQR 19-22) years. Slightly less than two-thirds (64%) were diag-
nosed with HIV within 3 months of initial presentation. Of those
screened for syphilis within 30 days of the baseline visit (N ¼
170), 17.7% had an RPR titer  1:8; of 73 patients screened for
gonorrhea and chlamydia at baseline, the prevalence was 15.1%
for gonorrhea and 9.6% for chlamydia. Genital warts on exam
were identiﬁed in 17%. Among 151 patients for whom baseline
and follow-up syphilis tests were available, the incidence of
syphilis was 15.04 (95% CI 10.90-20.76) per 100 person-years
among all patients and 11.57 (95% CI 7.62-17.57) per 100 person-
years among those with a negative RPR at baseline. The
incidences of gonorrhea and chlamydia were 10.65 (95% CI 5.33-
21.30) and 8.90 (95% CI 4.24-18.67) per 100 person-years
respectively among 58 patients with baseline and follow-up tests.
Re-infection with syphilis was common in patients with RPR 
1:16 (hazard ratio (HR) ¼ 3.74, 95% CI 1.87-7.47).
Conclusions: We found high rates of incident and prevalent STIs
among youth recently diagnosed with HIV, highlighting the
importance of frequent screening for STIs among HIV infected
youth. Early diagnosis and treatment of STIs among HIV positive
youth may help prevent HIV transmission and provides an addi-
tional opportunity to promote primary and secondary prevention
strategies. Further studies to understand behavioral correlates of
ongoing STI transmission after HIV diagnosis is warranted, as are
interventions for those at high risk for re-infection.
Sources of Support: UL1RR029879. D-CFAR P30AI082151. John H.
Stroger, Jr Hospital of Cook County/Ruth M. Rothstein CORE Center,
Chicago, IL. UIC.
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Jessica Gaines, BSN, Yao I. Cheng, MS, Jichaun Wang, PhD,
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Children’s National Medical Center.
Purpose: To examine the relationship between HAART adherence
and religiousness/spirituality among HIV positive youth. We hy-
pothesized that higher levels of medication adherence is correlated
with higher levels of religious coping; higher daily spiritual ex-
periences; and higher frequencies of attendance at religious
services.
Methods: Cross sectional baseline data were analyzed from ado-
lescents participating in the FAmily Centered (FACE) Advanced
Care Planning study. Patients were enrolled in this 3-site ran-
domized clinical trial from July 2011 to October 2012. Measures
were: Medication Adherence Self-Report Inventory (MASRI) using
the visual analogue scale for percent adherence in the past
month; Brief RCOPE measured religious coping; Brief Multidi-
mensional Measurement of Religiousness/Spirituality (BMMRS)
measured daily spiritual experiences and attendance at religious
services; and Beck Depression Inventory measured depressed
mood.
Results: This study examined adolescents (n ¼ 53) aged 14 to 21.
Mean age was 17.9 years; 56.6% male; 94.3% African American;
22.6% homosexual; 73.5% perinatally infected. Religious
Poster Presentations / 54 (2014) S34eS93S60preferences were: None 13%; Islamic 4%; Christian 75%; and
Other 8%. Six patients reported that they were not prescribed
medication, so were not included in this analysis. Of the 47 who
were on HAART 48.9% reported ¼ 90% adherence in the past
month. Mean adherence for these 47 was 74.7% (SD ¼ 30.7). Four
reported zero adherence. Mean adherence in the past month for
behaviorally vs. perinatally acquired was 88% vs. 73.4%. Only
perinatally infected adolescents, 14%, reported ever having
stopped HAART medications because of a belief their HIV would
be healed spiritually. Total mean Religious Coping on the RCOPE
was 26.6 (SD ¼ 6.3); mean Negative Religious Coping was 2.7 (SD
¼ 3.5); mean Positive Religious Coping was 8.8 (SD ¼ 2.5).
Religious coping was not signiﬁcantly correlated with adherence
(Spearman r ¼ -0.006, p ¼ 0.97). The effect of Total Religious
Coping on adherence was not signiﬁcant (Spearman r ¼ -0.07, p
¼ 0.64), controlling for depression score (Mean ¼ 8.7, SD ¼ 8.1)
and source of transmission. Daily spiritual experiences were not
signiﬁcantly associated with adherence. The majority of adoles-
cents reported feeling God’s presence some days to many times a
day with almost half (41%) reporting feeling God’s presence
every day. However, this was not signiﬁcantly correlated with
adherence (r ¼ -0.03, p ¼ 0.86). This was the only item signiﬁ-
cantly different by transmission category on the BMMRS: 85.71%
of behaviorally vs. 43.59% of perinatally infected adolescents
reported feeling God’s presence (p ¼ 0.01), Adolescents with
higher levels of organized religious practices did not have higher
levels of HAART adherence (attendance at religious services:
Spearman r ¼ -0.11, p ¼ 0.44; take part in other religious ac-
tivities: Spearman r ¼ 0.07, p ¼ 0.63).
Conclusions: Contrary to our hypothesis no statistically signiﬁcant
associations were found between medication adherence and
spirituality/religiosity. Small sample size is a limitation, although
an item such as “ever stopped their medications because of belief
in miracles” is clinically meaningful.
Sources of Support: National Institute of Nursing Research/NIH
Award Number R01NR012711 and NIH National Center for
Advancing Translational Sciences CTSI-CN UL1TR000075.
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WHO IS CARING FOR OUR HIV-INFECTED YOUTH? DISPARITIES
ON ADOLESCENT-ORIENTED CLINICAL TRAINING OF
PROVIDERS CARING FOR HIV-INFECTED YOUTH
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Richard Rutstein, MD 4, Allison L. Agwu, MD 5.
1Johns Hopkins University; 2University of Pennsylvania School of
Medicine; 3St. Jude Children’s Research Hospital; 4Children’s Hospital
of Philadelphia; 5Johns Hopkins University School of Medicine.
Purpose: Youth aged 15-24 years livingwith HIV have a diversity of
clinical care options available for HIV care in pediatric, adolescent,
and adult-oriented clinic settings. HIV providers from multiple
disciplines and specialties care for youth, however the adolescent
training characteristics and availability of HIV providers by disci-
pline and specialty training are notwell-described. Using data from
the HIV Research Network (HIVRN), a U.S. consortium of primary
and subspecialty pediatric and adult HIV clinics, we examine the
availability of adolescent-trained HIV providers to assess current
needs for building an effective youth-friendly HIV workforce.
Methods: We reviewed the training and specialty proﬁles for 114
providers at 12 clinic sites of the HIVRN using clinic-level datasolicited from a site survey. Providers’ training/specialties were
deﬁned by their primary professional license and specialty certi-
ﬁcation, where applicable: Adult (adult nurse practitioner (ANP),
internal medicine (IM) physician); Pediatric (pediatric nurse
practitioner (PNP), pediatrician); Combined Specialty (family
nurse practitioner (FNP) physician assistant (PA), internal medi-
cine-pediatrics (MP) or family medicine (FM) physicians); and
other (not speciﬁed). Adolescent training was deﬁned as having
completed a subspecialty fellowship in Adolescent Medicine; Pe-
diatric-oriented training assumed any training in pediatrics and
included all pediatric and combined specialty providers. Since
paired provider-patient information was unavailable, we used the
total numbers of youth enrolled at the 12 clinic sites between 2008
and 2011 to calculate the youth-to-provider ratios by specialty type
to ascertain the density of providers available to youth by specialty
categorization.
Results: Among 114 providers, 87 (76.3%) and 27 (23.7%) were
caring for youth at 7 adult and 5 pediatric HIVRN clinics, respec-
tively. No adolescent medicine subspecialty clinics are represented
in the HIVRN. For the 946 HIV-infected 15 to 24-year-old youth
receiving care between 2008 and 2011 (67% male; 69% Black; 46%
with MSM HIV acquisition risk, 55% in adult clinics), there were 58
(50.9%) adult (7 ANPs, 51 IM physicians), 20 (17.5%) pediatric (6
PNPs, 14 pediatricians), 21 (18.4%) combined specialty (9 FNPs, 4
PAs, 8 MP physicians); and 15 (13.6%) other providers. Youth-to-
provider ratios were 16:1 for adult, 47:1 for pediatric; 45:1 for
combined specialty; and 6:1 for other providers. While 41 (40.0%)
providers had pediatric-oriented training, only 3 (2.6%) providers
had adolescent medicine fellowship training.
Conclusions: Providers from myriad professional specialties care
for HIV-infected youth, however less than 3% of providers in this
geographically diverse sample of primary and subspecialty HIV
clinics have adolescent medicine subspecialty training. The lower
youth-to-provider ratio for adult providers also suggests adult
providers may have fewer opportunities to develop youth-oriented
approaches to care. Subspecialists in adolescent medicinemay play
an important role in developing provider-targeted interventions
that increase awareness of the unique needs of developing youth in
order to build clinical capacity on youth-friendly approaches to HIV
care.
Sources of Support: NICHD 5T32HD052459, NIAID
1K23AI084549, AHRQ 290-01-0012.
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Purpose: Youth (15 -24 years old) living with HIV are at high risk of
poor engagement in care compared to adults. At these transitional
ages, youth are seen in either adult or pediatric care settings and
may require youth-friendly approaches deﬁned by the World
Health Organization (WHO) as acceptable, accessible, appropriate,
equitable, and effective to remain in care. In this cross-sectional
study, we explored the availability of youth-friendly services that
